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State Kentucky 	 Attachment 3.1-A 
Page 7.9.1 

24. Any other medical care and any other type of remedial care recognized under the state law, 
specified by the Secretary. 

A. Transportation 

1. Definitions. 

a. Ambulance transportation includes air and ground transportation provided at 
advanced life support level or basic life support levels by an appropriately 
licensed carrier. 

b. Medical service area is made up of the recipient's county of residence or a 
contiguous county. 

2. Ambulance Services. 

a. An emergency ambulance service shall be provided without prior authorization to 
and from the nearest hospital emergency room.If a hospital emergency room is 
not available, a statementfrom an attending physicianassociated with the facility 
from whichthe patient receivesservices verifying medical necessity of stretcher 
ambulance services and the nature ofthe emergency services provided to the 
patient shall be required. 

b. A non-emergency ambulance service to a hospital, clinic, physician's office or 
other medicalfacility for provisionof a Medicaid covered service,exclusive of a 
pharmacy service, shall be covered uponreferral from a licensed medical 
professional for a recipient whosemedical condition warrants transport by 
stretcher. 

c. 	 When it is determined by the attending physician that ground ambulance is not 
appropriate, areferral may bemade for air ambulance transport to a medical 
facility beyondthe recipient's county of residenceor state boundaries. Medically 
necessary air travel will be covered withinthe parameters of the allowed 
reimbursement amounts specified in Attachment 4.19-8, page 20.11. Special 
authorization by the Commissioner or his designated representative is required 
for air transportation provided at a costin excess of these amounts. 

d. Ground ambulance transport for in-state non-emergency ambulance travel 
outside themedical service areashall be coveredif prescribed bythe attending 
physician. 

e.Groundambulancetransportfor Out-Of-State non-emergency ambulance 
transport shall onlybe covered if prior approval is obtained from the Department. 

f. 	 Only the least expensive available transportation suitable for the recipient's 
needs shall be approved. 

TN NO.03-020 P g:-P c! j 2003 
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Supersedes  

State: Kentucky 
(Revised) 
Attachment 3.1-A 
Page 7.9.l(a) 

3. Specially Authorized Non-emergency MedicalTransportation 

a. 	 A specially authorizedtransportation service is non-emergency transportation 
necessary under extraordinary circumstances in which therecipient is required to 
travel out-of-state for medical treatment unavailablein-state. 

b. 	 The Department assures provision of necessary transportation to and from a 
provider if the recipient hasno other transportation resources. 

c. 	 If transportation is not available free of charge, the Department will cover the least 
expensive means of appropriate transportation. 

d. 	 Prior approval is required for all specially authorized transportation. When the 
recipient's medical needs cannot be met withinthe state, the Department will only 
approve travel to the nearest facility wherethose needs can be met. 

e. The Department will cover the following specially authorized transportation 
services: 

(1) Transportation for a recipient; 

(2) Lodging fora recipient, anda parent or attendant, if necessary; 

(3) 	Meals, when necessary for the recipientto remain away from home and 
outside a medical facility while receiving treatment: 

(4) 	Transportation and meals for one parentor guardian to accompanya 
dependent child receiving covered medical services, when treatmentrequires 
the child to remain away from home; and 

(5) 	Transportation and mealsfor an attendant who accompanies a recipient 
receiving medical services, when thereis a justifiable need for an attendant 
The attendant can be a parent. 

TN NO.03-020 
Approval Effective Date7/01/03Date 
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State Kentucky 	 Attachment 3.1-B 
Page 35 

24. 	 Any other medical care and any other type of remedial care recognized under the state law, 
specified by the Secretary. 

A. Transportation 

1. Definitions. 

a. Ambulance transportation includesair and groundtransportation provided at 
advanced life support level or basic life support levels by an appropriately licensed 
carrier. 

b. 	Medical service areais made up of the recipient's county ofresidence or a 
contiguous county. 

2. Ambulance Services. 

a. An emergency ambulance service shall be provided without prior authorizationto 
and from the nearest hospital emergency room.If a hospital emergency room is 
not available, a statementfrom an attending physicianassociated with the facility 
from which the patient receives Services verifyingmedical necessity of stretcher 
ambulance services and the nature of the emergencyservices provided to the 
patient shall be required. 

b. 	 A non-emergency ambulance service to a hospital, clinic, physician'soffice or 
other medical facility for provision of a Medicaid covered service,exclusive of a 
pharmacy service, shall be covered uponreferral from a licensed medical 
professionalfor a recipient whose medicalcondition warrants transport by 
stretcher. 

c. When it is determined by the attending physician that ground ambulance is not 
appropriate, areferral may be made for air ambulance transport to a medical 
facility beyond the recipient'scounty of residenceor state boundaries. Medically 
necessary air travel will be covered withinthe parameters of theallowed 
reimbursement amounts specifiedin Attachment 4.19-8, page 20.11. Special 
authorization by the Commissioneror his designatedrepresentative is required 
for air transportation providedat a cost in excessof these amounts. 

d. Ground ambulance transport for in-state non-emergency ambulance travel 
outside the medical service area shall be coveredif prescribed bythe attending 
physician. 

e. Ground ambulance transport for out-of-state non-emergency ambulance 
transport shall only be coveredif prior approvalis obtained from the Department. 

f. 	 Only the least expensive available transportation suitable for the recipient's 
needs shall be approved. 
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3. Specially Authorized Non-emergency Medical Transportation 

a. 	 A specially authorized transportation service is non-emergency transportation 
necessary under extraordinary circumstancesin which the recipient is required to 
travel out-of-state for medical treatment unavailablein-state. 

b. 	 The Department assures provision of necessary transportation to and from a 
provider if the recipient has no other transportation resources. 

c. 	 If transportation is not available free of charge, the Department will cover the least 
expensive means of appropriate transportation. 

d. Prior approval is required for all specially authorized transportation. When the 
recipient's medical needs cannotbe met within the state, the Departmentwill only 
approve travel to the nearest facility where those needscan be met. 

e. 	 The Department will cover the following specially authorized transportation 
services: 

(1) Transportation for a recipient: 

(2) Lodging for a recipient, and a parent or attendant, if necessary; 

(3) 	Meals, when necessaryfor the recipient to remain away from home and 
outside a medical facility while receivingtreatment; 

(4) Transportation and meals for one parentor guardian to accompany a 
dependent child receiving covered medical services, whentreatment requires 
the child to remain away from home; and 

(5) Transportation and meals for an attendant who accompaniesa recipient 
receiving medicalservices, when there is a justifiable need for an attendant. 
The attendant can bea parent. 
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